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E 000  initial Comments

An unannounced Emergency Preparedness
Survey was conducted 08/24/2020. Corrections
are raquired for compliance with 42 CFR Part
483.73, 483.75, Conditions of Participation for
Intermediate Care Facllities for Individuals with
Intellectual Disabilities.

Develop EP Plan, Review and Update Annualiy
CFR(s): 483.475(a)

E 004

The [facility] must comply with all applicable
Federal, State and local emergency
preparedness requirements. The [facility] must
develop establish and maintain a comprehensive
émergency preparedness program that meets the
requirements of this section,

The emergency preparedness pregram must
include, but not be limited to, the following
elements:

(a) Emergency Plan. The (factiity] must develop
and maintain an emergency preparedness plan
that must be [reviewed), and updated at least
every 2 years. The plan must do all of the
following:

* [For hospitals at §482.15 and CAHs at
§485.625(a):] Emergency Plan. The [hospital or
CAH] must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The fhospital or CAH] must
develop and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section, utilizing an
al-hazards approach.

* [For LTC Facilities at §483.73(a)] Emergency

E 000
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E 004
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TITLE (X8) DATE

( %& /6, CoZ0
Any deficiency statement enhhm& an asterisk (*) denotes a d'eﬂc!ency which tha Institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.

foliowing the date of survey whether or no

) Except for nurging homes, the findings stated above are disclosable 90 days

t a plan of comection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are mada avallable to the facllity. if daficiencies are cited, an epproved plan of cormection is requisite to continued

program participation.

FORM CMS-2567(02.98) Previous Versions Gosolete

Event ID:43vB11

Facllity ID; vad8G017 If continuation sheet Page 1of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/02/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
486017 O 08/24/2020

NAME OF PROVIDER OR SUPPLIER

HARRISON ICF-MR

STREET ADDRESS, CITY, STATE, ZIP CODE
1831 VIRGINIA AVENUE
HARRISONBURG, VA 22802

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES !
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x8)
COMPLETION
DATE

E 004 Continued From page 1

Plan. The LTC facllity must develop and maintain
an emergency preparedness plan that must be
reviswed and updated at least annually.

* {For ESRD Facilities at §494.62(a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years,
This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility failed to ensure an emergency
preparedness plan was documented for the
facility.

Findings include:

During the unannounced survey conducted
08/24/2020 the facility Emergency Preparedness
(EP) process was reviewed with the
Administrator. The Administrator was interviewed
at approximately 2:30 p.m. ragarding an annual
review of the facility's EP plan. The Administrator
stated, “There hasn't been any changes. Do |
need to review annually? An annual review has
not been done."

No further information was
on 08/24/2020.

Plan Based on Al Hazards Risk Assessment
CFR(s): 483.475(a)(1)~(2)

provided prior to exit

E 006

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least every
2 years. The plan must do the following:]

(1) Be based on and include a documented,

E 004

E 006
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facility-based and community-based risk
assessment, utilizing an all-hazards approach.*

(2) Include strategies for addressing emergency
events identified by the risk assessment.

*[For LTC facilities at §483.73(a)(1):] Emergency
Plan, The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed, and updated at least annually. The plan
must do the following:

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hezards approach,
including missing residents.

(2} Include strategies for addressing emergency
events identified by the risk assessment,

*[For ICF/IDs at §483.475(a)(1)] Emergency
Plan. The ICF/ID must develop and maintain an
emergency preparedness plan that must be
reviewed, and updated at least every 2 years. The
plan must do the following:

(1) Be based on and include a dotumented,
facility-based and community-based risk
assessment, utilizing an ali-hazards approach,
including missing clients.

(2) Include strategies for addressing emergency
events identified by the risk assessment,

* [For Hospices at §418.11 3(a)(2):) Emergency
Plan. The Hospice must develop and maintain an
emergency preparedness plan that must be
reviewed, and updated at least every 2 years, The
plan must do the following:

(1) Be based on and include a documented,
facllity-based and community-based risk
assessment, utilizing an all-hazards approach.
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(2) Include strategies for addressing emergency
events identified by the risk assessment,
Including the management of the consequences
of power fallures, natural disasters, and other
emergencies that would affect the hospice's
ability to provide care.
This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility failed to ensure a risk assessment was
included in the emergency preparedness plan for
the facility.

Findings include:

During the unannounced survey conducted
08/24/2020 the facility Emergency Preparedness
(EP) process was reviewed with the
Administrator. The Administrator was inferviewead
at approximately 2:30 P.m. regarding the facility's
risk assessment. The Administrator stated, "A
facility risk assessment has not besn done,
because it would be part of the annual review,"

No further information was provided prior to exit
on 08/24/2020.

E 009 Local, State, Tribal Collaboration Process E 008
CFR(s): 483.475(a)(4)

[(a) Emergency Plan. The [facility] must develop
and mainiain an emergency preparedness plan
that must be reviewed, and updated at least avery
2 years (annually for LTC facllities). The plan
must do the following:]

(4) Include a process for cooperation and
collaboration with local, tribal, regional, State, and
Federal émergency preparedness officials' efforts
to malntain an integrated response during a
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E 009 ' Continued From page 4
disastar or emergency situation.

Include a process for cooperation and

to maintain an Integrated response during a
disaster or emergency situation. The dialysis
facility must contact the local emergency

needs in the event of an eémergency.
This STANDARD is not met as evidenced by:

the facility falled to ensure the emergency

the facility.

Findings include:

During the unannouncad survey conducted
(EP) process was reviewed with the

efforts to contact Emergency officials for
collaborative and cooperative planning efforts.
done with the annual update.”

on 08/24/2020.

Development of EP Policies and Procedures
CFR(s): 483.475(b)

E013

{b) Policies and procedures. [Facllities] must

* [For ESRD facilities only at §494.62(a)4)): {4)

collaboration with local, tribal, regional, State, and
Federal emergency preparedness officials' efforts

Preparedness agency at least annually to confirm

that the agency is aware of the dialysis facility's
Based on document review and staff interview,
preparedness plan included the facility's efforts to

contact Emergency officials for participation in a
collaborative and cooperative planning effort for

08/24/2020 the facility Emergency Preparedness
Administrator. The Administrator was interviewed
at approximately 2:30 P-m. regarding the facility's

The Administrator stated, "No, It would have besn

No further information was provided prior to exit

!
E 009
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develop and Implement emergency preparedness
policies and Procedures, based on the emergency
plan set forth In paragraph (a) of this section. risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must

be reviewed and updated at least every 2 years.

*[For LTC facilities at §483.73(b}] Policies and
procedures. The LTC facllity must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set
forth in paragraph {a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph {c) of
this section. The policies and procedures must
be reviewed and updated at least annually.

*[For ESRD Facliities at §494.62(b):] Policies and
procedures. The dialysis facility must develop
and implement émergency preparedness policies
and procedures, based on the emergency plan
set forth In paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated at least every 2 yoars
These emergencies include, but are not limited
to, fire, equipment or power fallures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur in the facility's
geographic area.
This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility failed to ensure the specific emergency
preparedness policies or facility risk assessment
was located and available in the facility.

Findings include:
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During the unannounced survey conducted
06/24/2020 the facility Emergency Preparedness |
(EP) process was reviewed with the

Administrator. The Administrator was interviewed
at approximately 2:30 p.m. regarding an annual
review of policies and procedures. The
Administrator stated, "No, it would have been
done with the annual update.”

No further information was provided prior to exit
on 08/24/2020.

E 024 Po!IciesIProcedures-Vqunteers and Staffing E 024
CFR(s): 483.475(b)(6)

[(b) Policies and procedures. The {facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and Updated at least every 2 vears
(annually for LTC).) At a minimum, the policies
and procedures must address the following:]

(6) [or (4), (5), or (7) as noted above] The use of
volunteers in an amergency or other emergency
staffing strategies, including the process ang role
for integration of State and Federally designated
health care professionals to address surge needs
during an emergency.

*[For RNHCis at §403.748(b);] Policies and
procedures. (6) The use of volunteers in an
emergency and other emergency staffing
strategies to address surge needs during an
emergency.

I
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*[For Hosplce at §418.113(b)] Policies and
procedures. (4) The use of hospice employees in
an ermergency and cther emergency staffing
strategies, including the process and role for
integration of State and Federally designated
health care professionals to address surge
needs during an emergency.

This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility falled to ensure specific emergency
preparedness policies for staffing or use of
voluntsers were located and available In the
facility.

Findings include:

During the unannounced survey conducted
08/24/2020 the facility Emergency Preparedness
(EP) process was reviewed with the
Administrator. The Administrator was interviewed
at approximately 2:30 P-m. regarding policies and
Procedures for use of volunteers. The
Administrator stated, “I'm pretty sure it is in there
somewhere, but | can't find it "

No further information
on 08/24/2020.

Roles Under a Waiver Declared by Secretary
CFR(s): 483.475(b)(8)

was provided prior to exit

E 026

[(b) Policies and procedures. The [facilities) must
develop and implement emergency preparedness
policies and procadures, based on the emergency
pian set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procadures must
be reviewed and Updated at least every 2 years

E024

E 026
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{annually for LTC)) Ata minimum, the policies
and procedures must address the following:]

(8) [(6), (6)(C)(iv), (7), or (9)] The role of the
[facility] under a waiver declared by the Secretary,
in accordance with section 1135 of the Act, in the
provision of care and treatment at an aiternate
care site identified by emergency management
officials,

*[For RNHClIs at §403.748(b):] Policies and
procedures. (8) The role of the RNHCI under a
walver declared by the Secretary, in accordance

- with section 1135 of Act, in the provision of eare
at an alternative care site identified by emergency
Mmanagement officials.
This STANDARD s not met as evidenced by:
Based on document review and staff interview,
the facility falled to ensure an emergency
preparedness policy regarding care of Individuals
residing in the facility under the 1135 waiver.

Findings include:

During the unannounced survey conducted
08/24/2020 the facllity Emergency Preparedness
(EP) process was reviewed with the
Administrator. The Administrator was interviewed
at approximately 2:30 p.m. regarding policies and
procedures on the facllity's role In providing care
and treatment at alternate care sites under an
1135 waiver. The Administrator stated, “I'm not
sure that is in there

No further information was provided prior to exit
on 08/24/2020.

£ 029 Development of Communication Plan E 029
CFR(s): 483.475(c)
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(c) The {facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at ieast every
2 years {(annually for LTC). |
This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility falled to ensure the emergency
Preparedness communication plan had been
reviewed annually, in the facility.

Findings include:

During the unannounced Survey conducted
08/24/2020 the facility Emergency Preparadness
(EP) process was reviewed with the
Administrator. The Administrator was interviewed
at approximately 2:30 p.m. regarding an annual
review of the communication plan. The
Administrator stated, "No, hasn't been done."

No further information was provided prior to exit
on 08/24/2020., |

E 030 Names and Contact Information E 030
CFR(s): 483.475(c)(1)

[(c} The [facility must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and Jocal laws
and must be reviewed and updated at least every
2 years (annually for LTC).] The communication
Plan must Include all of the following:]
(1) Names and contact information for the
following:

(1) Staff.

(it) Entities Providing services under
arrangement,
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(iii) Patients' physiclans
(iv) Other [facilities).
(v) Volunteers,

*[For Hospitals at §482.15(c) and CAHs at
§485.625(c)] The communication plan must
Include all of the following:
(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement,

(iii) Patients' physicians

(iv) Other [hospitals and CAHs).

(v) Volunteers,

*[For RNHCIis at §403.748(c):] The
communication plan must include all of the
following:
(1) Names and contact information for the
foliowing:

(i) Staff.

(i) Entities providing services under
arrangement.

(i) Next of kin, guardian, or custodian,

{Iv) Other RNHCs.

{v) Volunteers.

*[For ASCs at §41 6.45(c):] The communication
Plan must include all of the following:
(1) Names and contact information for the
following:
(i) Staff.
{ii} Entities providing services under
arrangement.
(iit) Patients' physicians.
(iv) Volunteers.
|
i
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*[For Hospices at §418.11 3(c)] The
communication plan must include all of the
following:
(1) Names and contact nformation for the
following:

(i) Hospice empioyees.

(ii) Entities providing services under
arrangement.

() Patients' physicians.

(iv) Other hospices.

*[For HHAS at §484.102(c):] The communication
plan must include all of the following:
(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under
arrangement,

(ilf) Patients’ physiclans.

(iv) Volunteers.

*[For OPOs at §486.360(c):] The communication
plan must include all of the following:
(2) Names and contact information for the
following:

(1) Staff.

(iiy Entities providing services under
arrangement.

(iii} Volunteers,

{iv) Other OPOs.

(v) Transplant and donor hospitals in the
OPO's Donation Service Area (DSA}.
This STANDARD s not met as evidenced by:
Based on document review and staff interview,
the facility failed to ensure facility contact
Information had been updated and reviewed in
the emergency preparedness plan for the facllity.

Findings include: |
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During the unannounced survey conducted
(EP) process was reviewsd with the

at approximately 2:30 P.m. regarding Facility
contact information. The Administrator stated,

review hasn't been done.”

on 08/24/2020.

Emargency Officials Contact Information
CFR(s): 483.475(c)(2)

£ 031

emergency preparedness communication plan

plan must include all of the following:

(2) Contact information for the following:

(i) Federal, State, tribal, reglonal, and local
emergency preparsdness staff.

(if) Other sources of assistance.

*[For LTC Facilities at §483.73(c):] (2) Contact
information for the following:

(1) Federal, State, tribal, regional, and local
emergency preparedness staff,

(ii) The State Licensing and Certification
Agency.

Ombudsman,
(Iv) Other sources of assistance.

*[For ICF/IDs at §483.475(c):] (2) Contact
|

08/24/2020 the faciiity Emergency Preparedness

Administrator. The Administrator was interviewed
"Nothing has been updated because the annual

No further information was provided prior to exit

[{c) The [facility] must develop and maintain an
that complies with Federal, State and local laws

and must be reviewed and updated at least every
2 years (annuglly for LTC).] The communication

(iii) The Office of the State Long-Term Care

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD 8€
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 030
E 031
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information for the following:

(i) Federal, State, tribal, regional, and loca|
emergency preparedness staff.

(ii) Other sources of assistance.

(iily The State Licensing and Certification
Agency.

(iv) The State Protection and Advocacy
Agency.
This STANDARD is not met as evidenced by:
Based on document review and staff interview,
the facility failed to ensure a list of emergency
officials was located and avallable in the
emergency preparedness plan for the facility.

Findings include:

During the unannounced survey conducted
08/24/2020 the facility Emergency Preparedness
(EP) process was reviewsd with the
Administrator. The Administrator was interviewed
at approximately 2:30 p.m. regarding Emergency
Officials contact Information. The Administrator
stated, “"Nothing has been updated because the
annual review hasn't been done,"

No further information
on 08/24/2020.,

EP Testing Requirements
CFR(s): 483.475(d)(2)

*[For RNCHI! at

was provided prior to exit

E 039

§403.748, ASCs at §416.54,
HHAs at §484.102, CORFs at §485.68, OPO,
"Organizations” under §485.727, CMHC at
§485.920, RHC/FQHC at §491.12, ESRD
Facilities at §494.62):

(2) Testing. The [facility] must conduct exercises |
to test the emergency plan annually, The [facility)

!

E 031

E 039

FORM CM3-2567(02-99) Previous Verslons Obsolete Event ID: 43vB14

Facility ID; VA48GD17 If continuation shest Page 14 of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES PR?&E&A&%&%@%S

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
= MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

43G017 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1631 VIRGINIA AVENUE
HARRISON ICF-MR HARRISONBURG, VA 22802

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ! [a] ! PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE OOI:L_I.‘EgION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENgElD'EggHE APPROPRIATE A
DEFIC| Y)

08/24/2020

E039 Continued Erom page 14 E 039

must do all of the foliowing:

(i) Participate in a full-scale exercise that is
Community-based every 2 years; or

(A) When a community-based exercise is
not accessible, conduct a facitity-based functiona
exercise svery 2 years; or

(B) If the [facility] experiences an actual
natural or man-mads emergency that requires
activation of the emergency plan, the [facility)
ls exempt from engaging in its next required
community-based or individual, facility-based

functional exercise following the onset of
the actual event.

(i} Conduct an additional exercise at least
every 2 years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)i) of
this section is conducted, that may Include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise:; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is ied by a faciltator and Includes a group
discussion using a narrated,

clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or
prepared questions designed to challengs an
emergency plan.

(ifi) Analyze the [facility's] response to and
maintain documentation of alt drills, tablstop
exercises, and emeargency events, and
revise the [facllity's) eémergency plan, as needed,

“[For Hospices at 418.113(d):)

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
oxarcises to test the emargency plan at least

FORM CMS-2567(02-99) Pravious Versions Obsolels Event ID:43vB 11 Facllity ID; vad9G017 If continuation sheet Pege 150f 32
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annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is
not accessible, conduct an individual facility
based functional exercise every 2 years: or

(B) I the hospice experiences a natural
Or man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required fuil
scale community-based exercise or individual
facility- based functional exercise following
the onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercisa under paragraph (d) (2Xi) of
this section is conducted, that may include, but is
not limited to the following:

{(A) Asecond full-scale exercise that is
community-based or g facility based functional
exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop that
is led by a facilitator and includes a group
discussion using a narrated,

clinically-relevant emergency scenario, and g
set of problem statemen , directed messages, or
Prepared questions designed to challenge an
emergsncy plan.

(3) Testing for hospices that provide inpatient
care directly, The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following;
(i) Participate in an annual full-scale exercise
that is community-based; or
(A) When a communi

ty-based exercise is
not accessible, conduct an an

nual individual
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facility-based functional exerclse; or

(B) If the hospice experiences a natural
Or man-made emergency that requires activation
of the emergency plan, the hosplce is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset
of the emergency avent.

(i} Conduct an additional annual exercise
that may include, but is not limited to the
following:

{(A) Asecond full-scale exercise that is
community-based or g facility based functionai
exercise; or

(B) Amock disaster drifl; or

(C) Atabletop exercise or workshop led
by a facilitator that includes a group discussion
using a narrated, clinically-relevant
eémergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
émergency plan.

(iil) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events  and revise
the hospice's emergency plan, as needed,

*[For PRFTs at §441.184(d), HospHals at
§482.15(d), CAHs at §485.625(d):]
(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the smergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:

() Participate in an annua) full-scaie exercise
that is community-based; or

(A)When a community-based exercise is

not accessible, conduct an annual Individuai,
facility-based functional exercise; or
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(B) If the [PRTF, Hospital, CAH]
experiences an actyal natural or man-made
émergency that requires activation of the
emergency plan, the [facility) is exempt from
engaging in its next required full-scale community
based or individual, facility-based
functional exercise following the onset of the
emergency event,

(i) Conduct an (additional] annua! exercise or
and that may include, but Is not limited to the
foliowing:

(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or

(B} Amock disaster drill: or

(C) Atabletop exercise or workshop that

is led by a facllitator and includes a group
discussion, using a harrated,

clinically-relgvant emergency scenario, and a
set of problem statements, directed messages, or
Prepared questions designed to challenge an
emergency plan,

(lil) Analyze the [facility's] response to and
maintain documentation of alt drills, tabletop
exercises, and emergency events  and revise
the [facility’s] emergency plan, as needed.

*[For LTC Facilities at §483.73(d)}]
(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounceq staff drills using the
emergency procedures. The {LTC facility,
ICF/IID] must do the following:

() Participate in an annual full-scale exercise
that is community-based: or

(A) When a community-based exercise s

not accessibie, conduct an annual individual,
facility-based functiona) exercise.
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(B} If the [LTC facility] facility experiences
an actual natural or man-made emergency that
requires activation of the emergency plan,
the LTC facility is exempt from engaging its next
required a full-scale community-based or

individual, facility-based functional exercise
following the onset of the emergency event,

{ii} Conductan additional annual exercise
that may include, but is not limited to the
following:

{A) Asecond full-scale exarcise that is
community-based or an individual, facility based
functional exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop that
is led by a facilitator includes a group discussion,
using a narrated, clinically-relevant
émergency scenario, and a set of problem
statements, directed messages, or prepared
Questions designed to challenge an
emaergency plan.

(i) Analyze the [LTC facility] facility's
résponse to and maintain documentation of |
drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICFAIDs at §483.475(d)):
(2) Testing. The ICF/AID must conduct exercises

The ICF/IID must do the following:
() Participate In an annual full-scale exercise
that is community-based:; or

not accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/MD experiences an actug|
natural or man-made émergency that requires

to test the émergency plan at least twice per year,

(A) When a community-based exercise is
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activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual, facility-

based functional exercise following the onset
of the emergency event,

(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop that
is led by a facllitator and includes a group
discussion, using a narrated,

clinically-relevant emergency scenario, and a
set of problem staternents, directed messages, or
prepared questions designed to challenge an
emergency plan.

(iif) Analyze the ICF/ID's response to and
maintain docurentation of all drills, tabletop
éxercises, and emergency events, and revise
the ICF/liD's emergency plan, as needed.

*[For OPOs at §486.360)

(d)(2) Testing. The OPO must conduct exercisas
to test the emergency plan. The OPO must do the
following:

(1) Conduct a Paper-based, tabletop exsrcise
or workshop at least annually. A tabletop exercise
is led by a facilitator and includes a group
discussion, using a narrated, clinically reievant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural
Or man-made emergency that requires activation
of the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
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following the onset of the emergency event.
(i} Analyze the QPO's response to and
maintain documentation of all tabletop exercises,

and OPQ's] emergency plan, as needed.

This STANDARD s not met as svidenced by:
Based on document review and staff interview,
the facitity failed to ensure documentation
regarding the facility's efforts to contact
emergency officials for participation in a
collaborative and Cooperative planning effort for
the facility.

Findings include:

During the unannounced survey conducted
08/24/2020 the facllity Emergency Preparedness
(EP) process was reviewed with the

at approximately 2:30 b-m. regarding an annual
tabietop and full scale exercise. The

Name) has a copy from the phone infection
control interview.”

No further information was provided prior to exit
on 08/24/2020,

W 000 INITIAL COMMENTS

An unannounced Focused Fundamental
Medicaid recertification survey was conducted
08/24/20. The facility was not in compliance with
42 CFR Part 483 Requirements for intermediate
Care Facilities for Individuals with Inteliectual
Disabilities (ICFAID). The Life Safety Code
Survey/report will follow. No complaints were
investigated during the survay.,

and emergency events, and revise the [RNHCI's

Administrator, The Administrator was interviewed

Administrator stated, "We did a pian for Covid-19,
but i don't know where it is at. | believe (Surveyor

!
E 039

W 000
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The individual Program plan states the speclfic |
' objectives necessary to meet the client's needs,

as identified by the comprehensive assessment |

required by paragraph (c)(3) of this section,

This STANDARD s not met as evidenced by:
Based on staff interview, clinical record review,

and faciity document review, facility staff fajleq to

develop spacific objectives in the Individual ;

(ISP) for use

: bilateral shog holders, ang
three Individuals
#2,

of a wheelchair with
a seatbelt for one of
inthe survey sample, Individua)

Findings include:

Individual #2 wag admitted in 2004 with
- diagnoses Including, but not limited to cerebral

- palsy, seizure disorder, and severe intellectual |
disability,

r. An
Investigation was conducted by the facllity and it
was determined there was anough evidence tg

» confirm negiect. Interviews with the two DSP's
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The census in this 15 certified bed facliity was 14
ratthe time of the Survey. The survey sample !
consisted of 3 Individual reviews (Individuals #1 I
- through 3). ;
W 227 INDIVIDUAL PROGRAM PLAN w227
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¥

(direct service personnel) providing care for ; :
individual #2 was Included In the investigation.

Both DSP's stated they thought the other person

had buckled hls bilateral foot straps and seatbelt |

on his personai wheelchair. |

' Review of Individual #2's ISP (Individual Support
Pian) did not include any actions or supports for | i
, Use of his wheslchair with bilateral foot holders |
and a seatbelt, except "...| will use my
wheelchair,..I will cooperate with my support
partners and aliow them to use a Vanderlift and
siing to be placed into my wheslchair...”

The Nursing Care Pian was also reviewed and :
did not inciude any actions or goals for the use of I
Individual #2's wheelchair,

The Administrator was interviewed at

approximately 3:10 p.m., and stated, "Yes, the

ISP is considered the active treatment plan.* |
- Regarding specific actions and supports for uge |
: of Individual #2's wheelchalr with bilatera| foot !
- holders with Security straps and a lap seatbett, ;
, the Administrator stated, "t probably should be
- Part of the ISP, but | can't remember if it is.”

- The Administrator stated at approximately 4:15
P-m., regarding use of Individual #2's wheelchair |
with foot holders with security straps and a lap | i
seatbelt, "Yes, it should be spefiled out in his ' :
- treatment plan,*

- No further information was received prior to the j .
exit conference, i

W 368 DRUG ADMINISTRATION - W368,
CFR(s): 483.460(k)(1)
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| The system for drug administration must assure
that all drugs are administered in compliance with |
the physician's orders.

This STANDARD s not met &s evidenced by:
Based facliity document review, clinical record
review and staff interview the facility staff failed to
administer medications per physlician's order for a -
bowel pratacol for one of three individuals Inthe |
survey sample, Individual #1. i

Findings Include: '

Individual #1 was admitted to the facility on
08/09/19. Diagnoses included, but were not
limited to: anemia, PICA, increased lips and
sévere intellectua) disability,

A review of the facility's systems to prevent !
abuse, neglect, mistreatment, and resofve !
complaints wes conductsd on 08/24/20. During
this review, an incident for Individual #1 dated |
10/09/19 identified that the Individual did not have
a bowel movement for the previous 8 days and
the physician ordered bowel protocol was not |
implemented or administered. The bowel i k
protocol order was to, *Check bowel movement: '
. Check and record bowel movement each shift,
' Give phosphate enema every 48 hours if no BM
-In 2 days." The individual also had an order for,
"Fleet Enema Give 1 rectally as needed every48 |
hours in no BM in 2 days...Phosphate enema Use
1 dose as needed every 48 hours if no Bowe|
Movement in 2 days...*

The MARs {medication administration records)
were reviewed for October 2019 and revealad :
that the individual did not have a BM for 7 days
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W 368 Continued From page 24

and the bowal protocol orders were not :
implemented/administered until the 8th day. ;

The director was interviewed on 08/24/20
regarding the above information. The director
stated that the staff at the day program were not
documenting the resident had a BM. The director
was made aware that it was documented that the
individual did not have a BM at all, according to |
the documentation. The director stated that the j
individual had a BM. The individual's clinical !
records did not evidence that the individual had a |

' bowel movement during the time period in

question,

No further information and/or documentation was -
presented prior to the exit conference to evidence
that facllity staff followed the physician ordered
. bowel protacol for Individual #1.
W 448 EVACUATION DRILLS
CFR(s): 483.470(1)(2)(iv)

The facility must Investigate all problems with
evacuation drills, including accidents.

- This STANDARD is not met as evidenced by:
Based on staff interview and facility document
review, the facility staff failed to investigate
problems identified with evacuation drills for one
of three individuals, Individusl #3; and fallad to
investigate problems identifled with evacuation
drills for individuals who were on isolation

[quaranting] for COVID-19 after retuming from
the hospital.

Findings include:

|

W 368!
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on 02/04/95. Diagnoses for Individual #3
included, but were not limited to; cerabral
atrophy, fetal alcohol syndrome, vision defects,

osteoporosis, osteopenia, and ssvera intellectual
disability.

On 08/124/20 at approximately 11:00 AM a
review of the facility's evacuation drilis was

August 2019 through present (August 2020),

: The review revealed the following:
An evacuation drill dated 08/29/19 documented,
"...[name of Individual #3]...8 [Refusal to leave
bulld!ng]...Comments...everyone was calm but

problems encountered and cotrective actions
taken: none...signature of director.”

An evacuation drill date
“...[name of Individual
- building)...signature of

d 08/14/19 documented,
#3]...8 [Refusal to leave
director...[There were no

comments listed and no specific problems
encountered or corrective actions
- documented)...signature of director.”

. An evacuation drill da
"...[name of Individua
building]...signature

ted 11/16/19 documented,
1#3]...8 [Refusal to leave
of director...[There were no

comments listed and no specific problems

Individual #3 was admitted to the facilty originally :

1
i
1
I
|
|
i

conducted. Evacuation drills were reviewad from :

everything was done quickly as possible...specific '

) SUMMARY STATEMENT OF DEFICIENGIES T D PROVIDER'S PLAN OF CORRECTION T om
i) {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE CoMPLETION
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| DEFICIENCY)
W 448 Continued From page 25 W 448!

encountered or corrective actions |
documented)...signature of dlrector.”

An evacuation drill dated 12/21/18 documented,
“...[name of Individual #3]...8 [Refusal to leave
building)...signature of director...[There were no
comments listed and no specific problems
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5 . |
encountered or corrective actions

documented]...slgnature of director,”

An evacuation driil dated 0171419 documented,
"...[Iname of Individual #3)...7 [Initial Refusal the
Cooparation]...comments...staff went into
immediate action and coopsrated fo get all
individuals to safety...specific problems
encountered and corrective actions taken: n/a

' [not applicable]...signature of director.”

An evacuation drill dated 02/18/19 documanted,
"..[name of Individusl #3]...8 [Refusal to leave
bullding]...cammenw...good cooperation from |
residents and staff...specific problems
encountered and corrective actions taken: n/a
[not applicable]...signature of director.”

' An evacuation drill dated 05/27/19 documented,

+*...[name of Individual #3]...8 [Refusal to leave

* building]...signature of program coordinator,”
There were no comments and there were no
problems or corractive action listed. '

An evacuation drill dated 06/16/20 again I
documented that Individual #3 refused to leave

- the building, it was also dacumented on this
evacuation drill that two individuals who were |
recently readmitted to the facility from the hospltal |
who were on a 14 day Isolation/quarantine dus to

! COVID-19) were not evacuated from the building.
This evacuation drill was signed by the director; !
there were no comments, specific problems '
listed, or corrective action plan documented.

On 08/18/20 at approximateily 11:45 AM, the
program coordinator was asked if there was any
additional information related to the evacuation
drills. The Program manager stated that there .
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W 448 , Continued From page 27

was not. A policy for évacuation driils was
- requested at that time.

trained upon hiring and annually...each iocation
has a plan and shall implement...evacuation
system for individuals...fire drills with evacuation
must be held monthly on rotating shifts, recorded :
and filed...do not leave individuals |
unsupervised...”

* On 08/18/20 at approximately 2:40 AM, the
director was Interviewed and asked who Is

' responsible for reviewing the evacuation drills.

! The director stated, *The Program coordinator."

At approximately 3:00 PM, the director, program
coordinator and administrative assistant were
interviewed and asked who is responsible for
reviewing the evacuation drills, The program
coordinator stated, *The director and/or myself "

The program coordinator stated that they review !
and sign off on the @vacuation drills and if there
are any problems they will look at those, revigw
with staff and look at what needs to be fixed, and !
look at our policles. -

The facllity staff were then asked if an ’
investigation hag baen completed for any of the
identified problems with the above evacuation [

 drills. The facilty staff (director, program

. coordinater and administrative assistant) all
agreed that no documented investigations were |
completed for the Igsues with the evacuation '
drilis,

W44
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* No further information and/or documentation was ; |
presented to evidence that any of the identified
problems with the evacuation drills were
investigated In an attempt to resolve the
cohcerns.,
W 449 | EVACUATION DRILLS W 449

CFR(s): 483.470(1)(2)(iv)

The facllity must investigate ail problems with
evacuation driils and take corrective action.

. This STANDARD s not met as evidenced by:
Based on staff interview and facllity document
review, the facility staff failed fo develop and
Implement corrective action pians for Identified
' problems with evacuation drills for one of thrae

retuming from the hospital.

Findings include:

on 02/04/95, Diagnoses for Individual
_Included, but wers not limited to: cerebral
atrophy, fetal alcohol syndrome, vision defects,

osteoporosis, osteopenia, and severe intellectual
disability.

On 08/124/20 at approximately 11:00 AM a

review of the facility's evacuation drills was

conducted. Evacuation drills were reviewed from
' August 2019 through present (August 2020).

The review revealeqd the following:
An evacuation drill dated 08/29/19 documented,

Individuals, Individual #3; and two individuals who .
were on isolation [quarantine] for COVID-19 after

Individual #3 was admitted to the facllity originally |
#3
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